Background: Necrotizing fasciitis is a rare condition. We report a fatal case arising from an episi-
n the past 20 years there have been 8 case reports in the world literature regarding necrotizing fasciitis in the postpartum period. On the 8th postpartum day, the patient displayed increasing anesthesia over the perineum, with extensive swelling and induration. The patient was still unable to ambulate despite physical therapy consultation. She remained afebrile but her white blood cell count had risen to 50,000/pl (74% neutrophils). Other significant laboratory findings were as follows: lactate dehydrogenase 206 U/1 (94-172 U/l), creatinine kinase 537 mg/dl (38-173 mg/dl), SGOT 54 U/1 (12-48 U/l), and calcium 6.8 mg/dl (8.7-10.7 mg/dl). At this time, the patient was referred to our facility for further care.
At the time of admission (postpartum day 9), a diagnosis of necrotizing fasciitis was made. This large area was discolored (purple to red), nontender, and indurated ( Fig. 1 3 Meleney was the first to describe the necessity for early surgical intervention in the treatment of this disease. 4 Necrotizing fasciitis is often associated with patients who are immunocompromised, diabetic, or have other predisposing conditions including trauma, extensive surgery, radiation therapy, or chemotherapy. ,6 Obstetrical trauma was the only risk factor for necrotizing fasciitis in our patient. Necrotizing fasciitis is typically described as deep pain out of proportion to clinical findings associated with superficial paresthesia over the involved area. Pathophysiologically, this entity is believed to first irritate and then destroy nerve fibers. Early clinical signs include local edema, induration, skin discoloration, and hypoaesthesia. As with our patient, superficial skin changes may be minimal and thus obscure the diagnosis. Despite this innocuous appearance, the disease constantly progresses to involve deeper tissue levels, specifically to the level of the fascia. Fascial involvement with nerve compromise results in rapid progression of analgesia. 1, [7] [8] [9] Early aggressive surgical debridement is the mainstay of therapy for this disease. Stephenson et al. 9 reviewed the records of 29 non-pregnant patients with necrotizing fasciitis of the vulva and POSTPARTUM NECR0TIZING FAS(,'11TIS LYNCH ET AL.
found that a delay in diagnosis of >48 h resulted in 73% mortality. In our case, there was a 5-day delay before surgery was performed at the tertiary care center. Once surgical debridement is performed on these patients, the postoperative management is often complicated by hypoalbuminemia with associated low oncotic pressure and increased capillary permeability. These patients should be managed by surgeons and critical care teams experienced in the care of the critically ill patient. 1, 11 Necrotizing fasciitis is a rare complication in vaginal delivery. It must be considered in the differential diagnosis of the postpartum patient presenting with severe vulvar pain and erythema. Our patient exemplifies the obscure presentation of the disease with seemingly minimal skin changes. This differential is paramount especially when the patient presents with pain out of proportion to the clinical findings. Once necrotizing fasciitis is entertained as a potential diagnosis, immediate and aggressive diagnostic therapy must be undertaken. The first line therapy is aggressive surgical debridement with concomitant broad-spectrum intravenous antibiotic therapy. As illustrated by our case, any delay in diagnosis and delivering treatment will likely result in severe morbidity or mortality. 9 
